Objective: The aim of this study was to detect the frequency of suicide attempts as well as psychological disorders for the individuals that attempt to commit suicide in the province of Sivas and clarify the relation between suicide attempts and the relevant characteristics.
INTRODUCTION
Suicide, according to data from the World Health Organization, is among the top 10 leading causes of death in developed countries 1 . The annual incidence of suicide in the general population is approximately 10 to 20 suicides per 100.000 population 1, 2 . Suicide attempts are up to 15 times more frequent than completed suicides 1 . According to the data of Turkey Statistical Institute about the province of Izmir, the most frequent method of attempting suicide is using chemical substances 3 . In Turkey, the highest rates of suicide attempts occur among the 15-to 34-year-old age group for both males and females 4 . In general, completed suicides are more common among males and suicide attempts are more common among females 4 .
Factors such as a family history of suicide or suicide attempt, early loss of a parent, a history of physical and sexual abuse, separation from parents, presence of communication problems in the family, unemployment, and lower socioeconomic status and low educational level are the risk factors for suicidal behaviors for which there is a consensus 5, 6 . According to studies carried out in Turkey, a great majority of suicide attempts are seen among economically dependent people, such as housewives and students [7] [8] [9] .
Interpersonal relationship problems (with parents or partner), abandonment by a spouse, physical / verbal / sexual abuse, death of significant others, job loss, bankruptcy, failure at school, disability and isolation in the elderly and physical losses such as loss of somatic abilities resulting from an accident or illness may be a trigger for suicidal behaviors [10] [11] [12] [13] . Traumatic experiences such as physical and sexual abuse and parental neglect in early childhood are reported to cause suicidal tendencies in adulthood, and these factors are known to increase the risk of many disorders, such as depression, anxiety disorder, borderline personality disorder, somatoform disorders, and sexual dysfunction 14 . In 95% of suicide cases a psychiatric disorder (depression 80%, schizophrenia 10%, dementia or delirium 5%) has been reported and 25% of these cases had alcohol dependence as a secondary diagnosis 15 . In general, mood disorders and substance use disorders (SUD) are the most prevalent comorbid diagnoses in suicide cases. The rate of personality disorder (PD) was 9-28% in completed suicides and 55% in suicide attempts 16 . Corbitt et al. found that cluster B (antisocial, borderline, histrionic, narcissistic) personality disorders were statistically significantly higher than cluster A (paranoid, schizoid, schizotypal) and cluster C (avoidant, dependent, obsessive-compulsive) personality disorders among suicide attempters 17 .
The aim of this study was to determine the incidence of psychiatric disorders among individuals presenting to the emergency department at a university hospital for suicide attempts, and to demonstrate the correlation between these disorders and suicide attemptsrelated and sociodemographic characteristics. Thus, it was aimed to access the information to develop protective, preventive and therapeutic approaches to suicidal behaviors.
MATERIAL AND METHODS
The sample group consisted of consecutive 100 subjects older than 18 years who presented to the Emergency Department of Cumhuriyet University Hospital for suicide attempts between MayOctober 2009 and were followed-up on an outpatient or inpatient basis and also accepted to participate in the study. Those who did not have cognitive competence to complete a structured interview, who had a delirium presentation, or those with a state of consciousness impaired permanently not to permit evaluation of a structured clinical interview were excluded from the study. Yet, only one subject (1%) was excluded from the study for these reasons. This subject had mental retardation.
Sociodemographic Data Form
This form was developed by our department and contained a variety of open and closed-ended questions (see Table 1 ).
DSM-IV Structured Clinical Interview for Axis I Disorders (SCID-I)
SCID-I is a structured clinical interview tool administered by an interviewer to assess the diagnosis of axis I disorders according to DSM-IV (Diagnostic and Statistical Manual of Mental Disorders) diagnostic criteria. It consists of six modules. It examines of 38 DSM-IV axis I disorders with diagnostic criteria and 10 axis I disorders without diagnostic criteria. SCID-I was developed by First et al. in 1997 and adaptation and reliability studies of the Turkish version was done by Ozkurkcugil et al. 18, 19 .
DSM-III-R Structured Clinical Interview for Personality Disorders (SCID-II)
SCID-II is a structured clinical interview tool administered by an interviewer to assess the diagnosis of personality disorders according to DSM-III-R diagnostic criteria. It was developed by Spitzer et al. 20 . 
Implementation
Approval for the implementation of study was obtained from the Ethics Committee of the Faculty of Medicine, Cumhuriyet University. The subjects included in the study signed written informed consent and were evaluated within 48 hours after their medical treatments have been completed and they become interviewable. None of the subjects refused to participate in the study. In the first stage of the study, participants completed the sociodemographic data form. In the second stage, they were given instruction in this regard, and the SCID-I and SCID-II were administered respectively, in two separate sessions by a research assistant at the Department of Psychiatry, Cumhuriyet University School of Medicine. Interviews took an average of 1-1.5 hours.
Statistical Analysis
Parametric variables were expressed as mean ± standard deviation, and categorical variables were expressed as percentages. Parametric variables were analyzed with independent samples t-test, and categorical variables were analyzed with Pearson's chi-square test and Fisher's exact test. A P value of <0.05 was considered as the limit of statistical significance, and all statistical procedures were performed using the Statistical Package for Social Sciences (SPSS) software 14.0.
RESULTS

Sociodemographic Characteristics
Mean age of the subjects included in the study was 27.9 ± 11.1 (range 18-67 years), 67% were in 18-29 age group, 70% were female, 47% were single, 61% were primary school graduates, 32% were housewives. Eighty percent of the subjects belonged to a nuclear family. Sixty-nine percent of the subjects reported that they had good relations with family members. Sociodemographic characteristics of the study group are presented in Table 1 . 
Suicide Attempt-Related Characteristics
Twenty-four percent of the subjects in the study group defined a distressful event in the month before the suicide attempt. Eighty-nine percent of suicide attempters had attempted suicide by drug overdoses. Twenty-three percent of the subjects had a history of physical illness and 36% had a history of mental disorders. Nineteen percent of the study group reported that they had received treatment for mental illness prior to the suicide attempt. A past history of suicide attempts was reported by 43% of the subjects. Ten percent of the subjects had a family history of suicide attempt or completed suicide. Family discord (problems with spouse, parents, siblings, motherin-law, father-in-law, etc.) was defined as the reason for suicide attempts by 33% of the subjects, while 28% of the subjects reported they had done it on a sudden impulse (impulsive suicide attempts). Suicide Attempt-Related Characteristics are presented in Table 2 . 
Axis I and Axis II Diagnoses
According to the SCID-Ι and SCID-ΙΙ 87% of the subjects who attempted suicide had a psychiatric disorder. Mood disorders accounted for 26% of axis I diagnoses. Twenty-two percent of the subjects had pure major depressive disorder and a comorbid psychiatric diagnosis, and in total 42% of the subjects had major depressive disorder. According to the SCID-Ι 61% of the subjects had axis I diagnoses. As a result of the SCID-II interview axis II diagnoses was found in 58% of the subjects. Cluster B personality disorders accounted for 35% of the axis II diagnoses. Twenty-three percent of the subjects had borderline personality disorder. The distribution of axis I and II diagnoses of the study group is presented in Table 3 . Total 100 100.0 *Of these, twenty-two (84.6%) were major depressive disorder, three (11.5%) were dysthymic, and one (3.8%) was bipolar I disorder (last episode depressive). ** One (11.1%) had generalized anxiety disorder. Of these, three (33.3%) were social phobia, two (22.2) were specific phobia, one (11.1%) was obsessive compulsive disorder + panic disorder, one (11.1%) was social phobia + panic disorder, one (11.1) was obsessive compulsive disorder, of these.
*** Of these, seven (41.1%) were major depressive disorder + generalized anxiety disorder, two (11.7%) were major depressive disorder + social phobia, three (17.6%) were major depressive disorder + panic disorder, two (11.7%) were major depressive disorder + obsessive compulsive disorder, one (5.8%) was major depressive disorder + obsessive compulsive disorder + panic disorder, one (5.8%) was major depressive disorder + generalized anxiety disorder + social phobia, one (5.8%) was major depressive disorder + panic disorder without agoraphobia. ****One (11.1%) had schizophrenia, of these, one (11.1%) was delusional disorder, four (44.4%) were depressive mood disorder, two (22.2%) were major depressive disorder and substance abuse, one (11.1%) was major depressive disorder + psychotic disorder due to general medical condition.
For axis II diagnoses: Of these, twenty-three (65.7%) were borderline personality disorder, nine (25.7%) were antisocial personality disorder, and three (8.5%) were histrionic personality disorder. Seven (30.4%) had a obsessive-compulsive personality disorder, of these, three (13 %) were withdrawn personality disorder, two (8.6%) had dependent personality disorder, of these, seven (30.4%) were passive aggressive personality disorder, two (8.6%) were withdrawn personality disorder+obsessive compulsive personality disorder, two (8.6%) were dependent personality disorder + obsessive compulsive personality disorder.
The Correlation Between Axis I and Axis II Diagnoses and Suicide Attempt-Related Characteristics
Of the subjects who reported a history of mental disorder before the intervention, 78.4% (n = 29) had axis I diagnoses and 54.1% had axis II diagnoses. There was a statistically significant correlation ( 2 = 7.11, p = 0.008) between the mental disorder before the intervention and axis I diagnoses. Of the subjects who had a history of suicide attempts, 74.4% (n = 32) had axis I diagnoses and 72.1% (n = 31) had axis II diagnoses. The subjects with history of suicide attempts had statistically significantly more axis I and axis II diagnoses ( 2 =5.36 p=0.021,  2 =6.58 p=0.019, respectively). Of the subjects who used drug overdoses as a method of suicide attempts, 58.9% (n = 53) had axis I diagnoses and 57.8% (n = 52) had axis II diagnoses. There was no statistically significant correlation between the methods of suicide attempts and presence of axis I and II diagnoses (p>0.05).
The Correlation Between Axis I and Axis II Diagnoses
First axis diagnoses were significantly associated with second axis diagnoses ( 2 =32.64, p=0.00). Although, 53.8% of those with mood disorders didnot have any diagnosis in second axis, these individuals had B cluster personality disorders. 70.6% of those who had both anxiety and mood disorders had C cluster personality disorders. Association between first axis diagnoses and second axis diagnoses were presented in Table 4 . Among those who attempted suicide, there were 25 individuals (25%) with only first axis diagnosis, 22 individuals (22%) with second axis diagnosis, 36 individuals (36%) with both first and second axis dignoses, 17 individuals (17%) with no diagnosis. 62.5% of those who had history of alcohol abuse had only second axis diagnosis ( 2 =10.14, p=0.01). 46.5% of those who had history of suicide attempt had both first and second axis diagnoses ( 2 =15.83, p<0.001). While, 53.8% of those who claimed to attempt suicide due to psychiatric disorder had only first axis diagnosis, 46.2% of those who claimed to attempt suicide due to problems in emotional relations had only second axis diagnosis, 48.5% of those who claimed the reason for suicide attempt as family incompatibility had both first and second axis diagnoses ( 2 =29.50, p<0.001).
Tablo 4. The correlation between Axis I and Axis II diagnoses
DISCUSSION
It has been stated that life events and traumas have a triggering role in suicide attempts, and that suicide attempts occur in response to stressful life events, therefore a suicide attempt should be considered as a call for help as well as an indication of desperation and hopelessness of the person 22 . In our study, only 24% of subjects reported having experienced a psychosocial stressor before the suicide attempt. This ratio is lower than those reported by the studies in the literature 23, 24 . It is also possible that these subjects did not indicate their psychosocial stressor, or that they had experienced a stressful event (divorce, separation, sexual assault, theft, death, etc.) much earlier than the suicide attempt. In choosing the method of suicide, both sociocultural acceptability and availability of the method are important. In the United States, firearms constitute the most common method for suicide with 57% in both genders, while the second most common method is hanging for men and self-poisoning for women 25 . In our study, 91% of the subjects have attempted suicide by taking drug overdoses. This finding is similar to those of other studies in Turkey and in the world [26] [27] [28] [29] . A history of previous suicide attempts is one of the most important indicators of an increased risk of suicide for a patients [30] [31] [32] . One study reported that 40% of suicide attempters had made a suicide attempt at least once previously 30 . In our study, 43% of the patients had a previous history of suicide attempts.
The percentage of family history of mental disorders and suicide attempts of the subjects in this study were 8% and 10%, respectively. The odds ratio for suicide is higher for suicide attempters with a family history suicide attempts than those without a family history of suicide attempts. Suicidal behavior might be familially transmitted independently from the existing psychiatric disorders 33 . Factors such as taking suicidal behavior of family members as a model during childhood may also have an influence 34 . In the present study, family discord (problems with spouse, parents, siblings, mother-in-law, father-inlaw, etc.) was identified to be the most common reason for suicide attempts. In the records in Turkey, problems experienced in interpersonal relationships were reported to be one of the most important reasons for suicide attempts 35 .
Welch indicated that being single or divorced is a risk factor for suicide attempts and suicide attempts were more frequent in single or divorced people, and reported that the relationship between marital status and suicide attempts is complex, that the risk of suicide may result from the interpersonal friction of divorce, interpersonal problems within a household, loneliness or lack of social support among single persons 36 . In this study, 47% of those who attempted suicide were single. Sixty-six percent of the subjects had primary and lower educational level. From this finding, it may be postulated that the lower the level of education the higher the rate of suicide attempts. Among individuals with a low level of education, in the event of inability to find solutions to problems encountered, the suicide attempt may have appeared as and an alternative solution as well as a form of self-expression. Similar results have been found in studies conducted in Turkey and in the world 26, 28, 37 . Suicide attempts are reported to be more common among economically dependent people, such as housewives, students and those without a job [7] [8] [9] 37 . In our study as well, the highest rates of suicide were found among the housewives (32%), students (22%) and unemployed individuals (21%). In our study, 66% of the subjects stated that they lived in downtown. This finding is consistent with the literature 38, 39 . A study conducted in Turkey also found that 78% of the individuals who attempted suicide lived in downtown 28 . This finding may be due to the fact that individuals living in downtowns have easier access to suicide methods (especially drugs), or that they more frequently encounter stressful life events.
The rate of mental disorders in suicides was found to be 61% Brown et al., 40 and 90.1% by Conwell et al. 41 Consistent with the literature study, in our study 87% of the subjects who attempted suicide had a psychiatric disorder according to the SCID-Ι and SCID-ΙΙ. In our study 61% of the subjects had axis I diagnoses. Depressive disorder spectrum is known to be the diagnostic group with the highest suicide rate among psychiatric disorders 42 . Mood disorders were found at a rate of 24% in a study by Yamada et al. 27 , depression was found at a rate of 38.9% in a study Santos et al. 43 , and major depressive disorder was found at a rate of 28.5% in a study by Ozdel et al. conducted in Turkey 44 . In this study, major depressive disorder was found at a rate of 42%, similar to the studies conducted.
In this study, only two subjects (2%) had substance abuse. In their study, Atesci et al. found a rate of substance abuse as low as 1.7% 42 . The fact that the prevalence of substance abuse in our society, especially in this region (Central and Eastern Anatolia) is relatively lower compared to western countries, that alcohol use is disapproved, as well as timidity of people in explaining that they are using and substance may have reduced this rate. In our study, the majority of subjects who explained that they experienced a distressful event before the suicide attempt were found to experience a separation prior to the suicide attempt. In a study on suicidal behavior by Hayashi et al., however, mood disorders were not associated with life events 45 . In our study, 77.8% of those who stated that they had a mental disorder before the suicide attempt were found to have axis I diagnoses (25% had mood disorder, 25% had mood disorder + anxiety disorder). One of the major risk factors for suicide attempts is the presence of diagnosable psychiatric disorders 45 . In this study, the rate of mood disorders were statistically significantly high in those with a past history of suicide attempts. Also in a study conducted in Japan, mood disorders were associated with previous suicide attempts 45 . This finding was consistent with the data of our study.
In our study, 58% of the subjects were diagnosed with personality disorder according to SCID-ΙΙ. Borderline personality disorder was the most common among personality disorders, with cluster B personality disorders at a rate of 35% and cluster C personality disorders at a rate of 23%. In a study by Suominen et al. 29 .8% of the patients had cluster B personality disorder 46 and in a study by Hayashi et al. 56% of the patients had borderline personality disorder 45 . These findings were consistent with those of our study. The majority of subjects with a history of suicide attempts had cluster B personality disorder. Suicide threats, suicidal behavior, self-destructive behaviors are common in borderline personality disorder 34 . Similar to the findings of this study, cluster B personality disorders were associated with previous suicidal behaviors in the study by Suominen et al. 46 . Although most studies focused on cluster B personality disorders such as borderline and antisocial personality disorders, one study showed that cluster C personality disorders, especially dependent personality disorder depression comorbidity may be related to an increased risk of suicidal behavior 47 .
There are some limitations of this study. First, the sample size is not large enough. Since this study examined only individuals with a failed suicide attempts, characteristics related to the attempts including completed suicides are not included here. Furthermore, as the study group consists of individuals who were admitted to a tertiary care center in the province of Sivas, a generalization cannot be made regarding the results of the study.
CONCLUSION
In conclusion, this study demonstrated that for the prevention of suicide attempts axis I and II diagnoses should be identified and treated, that efforts should be made in particular to assess suicide risk in certain disorders, and that sociodemographic factors associated with suicide attempts should be taken into consideration. Crisis intervention and suicide prevention efforts are as important as the management of patients who have made suicide attempts. Extensive multicenter studies including protective and preventive approaches are needed.
